I realize that, in certain cases of placenta praevia, concealed intrauterine hamorrhage, retroplacental and otherwise, does occur, owing to the fact that the presenting, or compressing, part of the foetus does not completely compress the separated area of placenta. That the present case was not of this nature is proved by the fact that a zonp of normal placenta intervened between the separated previal area and the localized depressed area occupied by the retroplacental clot.
This was a true case of placenta proevia combined with toxaemic retroplacental haomorrhage. There is no inherent reason why such a combination should not occur; according to the laws of chance, it should occur once in every half million cases of pregnancy, or, according to the present birth-rate, twice per annum in the United Kingdom.
Dr. HERBERT WILLIAMSON: I have seen one similar case. The patient was a primigravida, and when admitted into hospital was semi-conscious, and losing profusely from the vagina. There was general cedema and the urine contained a large amount of albumin. She died shortly after admission and before delivery. Post mortem the placenta was found situated partially over the lower uterine segment, both its lower and its upper portions were detached and the uterus contained a large mass of blood-clot.
Specimen of Infected Fibromyoma of the Puerperal Uterus associated with General Peritonitis and removed by Hysterectomy.
By EARDLEY HOLLAND, F.R.C.S. THE patient, a multipara, aged 35, was admnitted to the London Hospital on November 19, 1919. She had been delivered three weeks previously of a child which weighed 61 lb., and lived only one day; the uterus, after delivery, remained large, the placenta did not come away, so a twin was diagnosed and the patient left to nature. However, at the end of three days her doctor removed the placenta manually,, and diagnosed a fibroid tumour. The patient did not become acutely ill until two days before admission, when she began to get acute abdominal pain, vomiting and high temperature.
On admission she was acutely ill, and presented the signs and symptoms of an acute generalized peritoneal infection. A tender, hard, round tumour was felt rising out of the pelvis, the size and shape of a uterine pregnancy of twenty-four weeks' duration. I operated at once, Hemisection of infected puerperal uterus, with a necrobiotic fibromyoma in anterior wall. Note pus-track between tumour and capsule, and three perforations of capsule, one into uterine and two into peritoneal cavity.
HOLLAND:
Specimen of Infected Fibromyoma of the Puerperal Uterus associated with Genteral Peritonitis and removed by Hysterectomy.
Section of Obstetrics and Gynaecology found generalized peritonitis, and removed the enlarged uterus by subtotal hysterectomy. The anterior surface of the tumour presented two perforations, from which pus was oozing. The patient died in thirty-six hours. A post-mortem examination was made the next day, of which the following are the notes: " Drainage of abdominal cavity through slit cervix uteri and vagina, and also through a laparotomy wound. Dilatation and purulent inflammation of lower 3 cm. of cervical canal. Slight laceration of the lower vagina. Large quantity of fibrinous deposit with little pus all over abdominal cavity. AnEemia and slight cloudy swelling of myocardium. Slight atheroma; few small fatty plaques in aortic commissure, with very few fat flecks in rest of aorta, coronaries and carotids. Partial compression collapse of inferior parts of lower lobes of lungs. Slight acute diaphragmatic pleurisy in both lower lobes. Caseous calcareous tubercular nodule in right paratracheal gland. Marked ancemia with some fatty infiltration of liver (3 lb. 31 oz.).
CEdematous spleen (51 oz.) with some greyish hyperplasia of pulp. Anoemia and gevere cloudy swelling of kidneys (10 oz.). Marked general anmemia. No physiological activity in fibrous breasts. No pigmentation of nipples. Caries of teeth. A thin, normally developed woman."
Description of the Specimen.-The uterus was hardened in formalin and then bisected sagitally. The uterus is almost spherical in shape, with a diameter of 17 cm. The whole anterior wall is occupied by a single, spherical, interstitial fibromyonma, 14'5 cm. in diameter (Plate). The fibromyoma is foul-smelling, and its cut surface has a dirty greyishpink colour, and a tough whorled surface with a few small areas of myxomatous cystic degeneration in it. The flattened, elongated uterine cavity, 13 cm. long, is spread out on its posterior surface. The muscular capsule of the tumour is thin. At the lower end of the uterus is the cut surface of the cervical canal. The peritoneum covering the uterus is white, with a deposit of yellow fibrin. In the middle of the anterior wall of the uterus (Plate, a, b) are two ruptures, or perforations, of the whole thickness of the uterine wall (i.e., capsule of the fibromyoma), 3 cm. and 3,5 cm. in diameter respectively. Through these perforations project part of the underlying fibromyoma, covered with a yellow slough. Through the capsule of the posterior wall of the fibromyoma is another perforation, 5 cm. in diameter (Plate, c); as this part of the capsule forms the anterior wall of the uterine cavity, the perforation is naturally through the endometrium and into the uterine cavity. Between this perforation and the already mentioned two perforations in the anterior wall is a continuous purulent track lying between the fibromyoma and its capsule, providing a direct communication between the cavity of the uterus and the general peritoneal cavity. The endometrial surface is brown and ragged; the placental site cannot be identified with certainty, but it appears to have been in the anterior wall, i.e., over the posterior aspect of the fibromyoma.
The special point about the specimen is the occurrence of perforation of the capsule of the tumour, on the one hand into the infected uterine cavity, and on the other hand into the general peritoneal cavity, forming a direct track of infection leading to general peritonitis. The perforations are no doubt due to acute necrosis from a virulent infection acting on the capsule, rendered tense by the rapid swelling of the fibromyoma it enclosed.
The PRESIDENT: I suggest that the contraction of the uterine wall would increase thp effect of the inflammatory swelling of the septic tumour in favouring a necrotic change in the uterine wall.
A Report upon Two Specimens showing: (1) A Fibro-myolipoma of the Uterus; (2) Extensive Fatty Degeneration of a Uterine Fibromyoma.
By HERBERT WILLIAMSON and R. ST. L. BROCKMAN. THE first specimen is No. 3001 in St. Bartholomew's Hospital Museum. The description in the catalogue is as follows: " A pedunculated fibrous tumour of the uterus with a small well-defined, encapsuled fatty tumour embedded in it near the centre of the mass. It was removed by operation from a woman, aged 50. Its growth was not accompanied by any symptoms, but it suddenly protruded from the vagina during an action of the bowels."
The specimen was exhibited at a meeting of the Pathological Society of London in 1861 by the late Sir Thomas Smith, who described it as "an adipose tumour the size of a pigeon's egg, completely embedded in the substance of a larger tumour, and surrounded by a fibrocellular capsule from which it was easily shelled out."
As far as we have been able to ascertain, the specimen is unique amongst uterine frbro-myo-lipomata in that it is encapsuled and
